The treatment of congenital club-foot (Talipes Equino-varus) 
[DEC.
tomy occupies the most prominent place in tlie minds of those interested in the progress of the case. But, in truth, division of resisting structures is one of the smallest and least weighty factors.
If we consider for a moment the true pathology of club-foot, we find ourselves in a better position to estimate the difficulties to be overcome and to give a correct prognosis as to the time and trouble that its cure necessitates. In an infant born with the deformity there exists, properly speaking, neither paralysis nor contraction.
The whole limb is distorted, and every structure in it contributes its relative share towards producing the deformity. The skin of the foot and leg, if taken off and stuffed, will assume the clubbed form. The muscles, the tendons, the fasciae, the very vessels and nerves, are all altered in length to suit the deformed foot and leg, but no trace of disease, nor of paralysis or contraction, exists in them. If we were to take away all the muscles, fasciae, vessels, and nerves, the bones and ligaments would still exhibit the distorted shape characteristic of the disense ; and if, after removing all the ligaments, we were to articulate to each other the cartilaginous bones that remained, we could do so only in the deformed position.
Hence it has to be borne in mind that every structure in the limb, without any exception, contributes its share towards keeping up the malformation, and has to receive its share of the treatment. Certain it is that some tissues, especially the tendo Achillis, require to be cut by the surgeon, because they, from their powerful structure, resist any other means at his command to restore them to the length they must Inasmuch as all structures of the foot are concerned in the production of club-foot, it stands to reason that the earlier the cure is undertaken after the birth of the child, the softer and less rigid will they be, and the easier will be the cure. But it is not wise to commence the cure in the first few months of life. The child at that epoch requires frequent bathing, has not acquired habits of cleanliness, and perhaps has a more vulnerable skin, so that it is not easy to keep the plaster appliances clean and dry. The best age to commence treatment is from six to nine months, at which time it will be found that the tissues are not appreciably more firm or resistant than at birth, while there is, on the other hand, the great advantage that by the time the foot is rectified the child will be beginning to walk, and the movements of standing and progression will materially aid in maintaining the improved position.
The treatment by plaster bandaging is exercised on the principle of putting the foot into as good a position as it can be made to assume, fixing it by plaster in that position till it has become natural to it; then takiug off the plaster, rectifying the position still more, and again fixing it in the improved position, and so on until the foot is straight. To retain the foot in the position most nearly approaching that of the normal foot, two strips of adhesive lead plaster are used, each of them eighteen inches long by one-third of an inch broad. One of these is made into a loop, applied to the foot over the ball of the great toe, and, guided by the hand of an assistant, pulls the foot outwards, or rather retains it by moderate traction in the favourable posture gained by the manipulation already described (see Figure 1) . it is yet soft, the second bandage is wrung out and laid on outside the plaster layer in the same manner as the former one had been applied, with the same care to bring it once or twice between the limbs of the loops of strapping. When this last bandage has been put on, any plaster paste remaining over may be used to rub on its exterior and make everything smooth and neat. By the time all this has been done the plaster will have begun to set, and as soon as it is firm enough not to yield or crack when the straps are relaxed, these should have their ends cut off close to the plaster, and the places where they have emerged be smoothed over with a touch of the plaster paste.
The limb is now finished, the toes alone remaining uncovered, so that they may show by their temperature and colour whether the bandage has been by accident too tightly applied around the limb. If reasonable care is taken not to pull the inner muslin bandage too tight, this occurrence never happens, and the toes remain pink and warm. Should they be slightly bluish and cold, the bandage may still be left on, as that is a condition that will in all probability pass off in a few hours and cause neither pain nor trouble. But if they be found deep purple and quite cold, the bandage is certainly very badly applied, and must come off at once.
I have never once, however, seen a bandage require to be removed for this or any other similar cause.
The other foot, the left one in the case we have supposed, is next treated in a precisely similar manner, the hands of the operator who manipulates and of the assistant who holds the straps, being of course reversed, and the straps being also reversed, as is self-evidently necessary. 
